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Kahn Nguyen, MD, and Umesh Joashi, MD, New York, NYClinical Summary
W
edescribe the case of a 3.1-kg term infant with crit-
ical aortic coarctation transferred to our institution
on the second day after birth. There was no risk fac-
tor for infection in the perinatal or birth history. An
umbilical arterial catheter (UAC) and venous catheters were placed
and a prostaglandin E1 infusion was initiated. Intermittent low-grade
fever on days 4 and 5 after birth was attributed to the prostaglandin
therapy.
On day 6, the patient was taken to the operating room for a resec-
tion and end-to-end anastomosis of a discrete coarctation through
a left lateral thoracotomy. On entering the chest, we encountered pu-
rulent fluid in themediastinum, and the aorta was adherent to the sur-
rounding tissue, precluding mobilization. A subclavian flap repair
was performed. Themediastinumwas cultured and irrigated. The pa-
tient was transferred to the cardiac intensive care unit where vanco-
mycin, cefepime, and gentamicinwere started empirically. TheUAC
was removed. Osteomyelitis then developed. Blood and wound cul-
tures persistently grew multi–drug resistant Staphylococcus aureus.
The cultures finally became sterile on postoperative day 9 after
modification of antibiotics (daptomycin, rifampin, and linezolid).
A chest computed tomogram (CT) performed on postoperative
day 8 (Figure 1, A) showed multiple lung abscesses and a large,
ring-enhancing mycotic aneurysm of the descending thoracic aorta
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The nonaneurysmal aorta measured 0.6 cm in diameter. Despite an-
tibiotic therapy and careful blood pressure control, a repeat chest CT
done on postoperative day 13 (Figure 1, B) showed a significant in-
crease in the size of the aneurysm to 2.43 1.5 cm. Interval echocar-
diograms confirmed aneurysmal enlargement (Figure 2, A and B).
Also, a proximal aneurysm was detected just distal to the anastomo-
sis of the subclavian flap.
A chest CT on postoperative day 28 (Figure 1, C) measured the
distal aneurysm at 2.33 3.93 2.8 cm and the proximal aneurysm at
1.43 2.23 1.8 cm. Owing to the rapidly increasing size and risk of
rupture, an aortic bypass graft with exclusion of the entire thoracic
descending aorta was performed on postoperative day 30. Via
a median sternotomy, an 8-mmHemashield graft (Boston Scientific,
Natick, Mass) was anastomosed in an end-to-side fashion to the
ascending aorta and to the descending aorta superior to the celiac
trunk.
Eight days later, the patient hemorrhaged acutely from the medi-
astinal chest tube. A repeat chest CT (Figure 1, D) showed possible
retrograde filling of the distal aortic aneurysm from collaterals
supplied by intercostal arteries. Subsequent cardiac catheterization
and angiography showed a widely patent aortic graft and confirmed
retrograde filling of the aneurysm (Figure E1, A and B).
A repeat chest CT 17 days after graft placement demonstrated
continued filling of the thoracic aneurysm via intercostal arteries.
The patient then underwent debulking of the aneurysmwith removal
of a large organized thrombus at that time. An actively bleeding
intercostal artery was oversewn.
The patient recovered from the procedure well and was dis-
charged home 8 days later receiving oral linezolid. At most recent
follow-up, the patient was 8 months old and was enjoying normal
growth and development. The graft was without anastomotic ob-
struction according to an echocardiographic assessment. Assuming
normal somatic growth, we anticipate further surgical intervention
will be necessary at the age of 5 or 6 years.
Discussion
Development of multiple aortic aneurysms in neonates associated
with UAC placement is widely described in the literature.1 How-
ever, aortic aneurysm occurring secondary to mediastinal infection
is rare.
UACs are placed in 10.8% to 64.4% of neonatal intensive care
unit admissions. The incidence of complications is directly related
to the duration of catheter use,2 and infection is strongly associatedruary 2008
Brief CommunicationsFigure 1. A to C, Serial CT scans on
postoperative days 8 (A), 13 (B), and 28
(C) showing progression of descending
aortic aneurysms (white arrows). D,
Retrograde filling of the distal aortic an-
eurysm (white arrowheads) via collat-
erals supplied by intercostal arteries
8 days after aortic bypass graft.
Figure 2. Serial 2-dimensional echocardio-
graphic images on postoperative days 20 (A) and
27 (B) showing progression of descending aortic
aneurysms (white stars) and part of the unaffected
descending aorta (white arrows).with aneurysm formation.2,3 Mechanical trauma from the catheter
causes endothelial damage and thrombosis,4 increasing vessel wall
inflammation and weakness. Catheter tip position is associated
with the site of aneurysm formation.3 In our patient, the proximal an-
eurysm developed at the site of the surgical repair. Aneurysms may
occur in the abdominal aorta (43%), thoracic aorta (30%), iliac
artery (15%), and thoracoabdominal aorta (12%), with the majority
being saccular.2
The finding of pus in the mediastinum of our patient at the
time of surgery suggests a primary extravascular infection. A re-
view of the literature revealed only 2 case reports describing the
development of aortic aneurysms secondary to mediastinal infec-
tion.5 Although there was no clear history of traumatic intubation
or difficulty with nasogastric tube placement, we speculate that
traumatic esophageal perforation led to bacterial seeding in the
mediastinum. It is our assertion that the development of multipleThe Journal of Thothoracic aortic aneurysms in our patient was a consequence of
mediastinitis.
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Figure E1. Angiogram of contrast injection into
the ascending aorta. A, There is contrast in the
aortic bypass graft, the abdominal aorta, and
in its collateral vessels (black arrowheads). B,
Retrograde filling of the clipped off descending
aortic aneurysm (black arrow) via collaterals.
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